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As a Federally Qualified Health Center, we are required to collect some personal information for statistical purposes only. No
individual information is submitted. Your cooperation helps us improve healthcare for all. Community Family Clinic does not
discriminate in services, treatment, program, activities, or employment regardless of race, color, religion, national origin, age,
physical or mental disability, veteran status, or sex, including gender identify and sexual orientation.

Patient Demographics

/ /

First Last MI Date of Birth

[OMale [CJFemale
Preferred Name Social Security Number (Sex at Birth) Home Phone
Home Address City State Zip Mobile Phone
Mailing Address (if different from home address) City State Zip [Jrull Time [ Part Time Email

UTemp ] unemployed
Employer- Patient/Guardian Employer Address Employer Phone Employment Status

Marital Status [ISingle [JMarried [IDivorced [OWidow [ISeparated [lPartner
Ethnicity ] Not Hispanic/ Latino [ Mexican, Mexican American, Chicano [Puerto Rican [JCuban
[ Other Hispanic/ Latino or Spanish Origin
Race [IWhite [ Black/African American[JAsian Indian [J Chinese CIFilipino [JJapanese [1Korean LI Vietnamese
Llother Asian [JAlaska Native [JAmerican Indian CINative Hawaiian ] Guamanian, Chamorro []Other Pacific
Islander
Gender Identity [OMale [ Female Transgender: [ Male/ Female to Male []Female/ Male to Female
JOther [OChoose not to disclose [ Unknown
Patient Pronouns [OHe/Him/His [OShe/Her/Hers [1They/Them/Theirs [lPatient’s name
L Decline to answer [ Unknown
US Veteran Military Status [] Active [JInactive [JReservist [1Veteran [ None

Primary Care Provider

Name of Medical Provider Name of Facility Phone #

Emergency Contact

OSpouse [Parent [Other:

Name (Relationship to Patient) Primary Phone

Language

In what language can we best meet your healthcare needs (including sign language)?

Will you need an interpreter? [lYes [l No

How comfortable are you reading instructions, pamphlets, or other written material from your doctor or pharmacy?
ONot atall A little bit [Somewhat [OQuite a bit [IExtremely

Parent/ Guardian Information

U Pparent OOther: / /
Name (Relationship to Patient) Date of Birth

Farmworkers in the past two years:
Have you or a family member worked in Agriculture (fields, orchards, etc.) as a primary source of your income? [1Yes [ No
If yes, does this person work as a migrant or seasonal agricultural worker? [ Migrant [ Seasonal




Pharmacy
L Community Family Clinic Pharmacy: [ Idaho Falls [ Blackfoot [ Rigby

[ Other:

Housing Status
Do you own or rent your home? [dYes [ No - If no, how would you describe your arrangement today?

[OPermanent Supportive Housing (New Path, CHOIS)
[CDDoubling Up [DHomeless Shelter CIChild at risk of Homelessness
LJUS Veteran at risk of homelessness Temporarily living in: [0 Street [JCar CJCamping [OShelter (] Transitional Housing

[lOther please describe:

Household Income

A household is defined as all current people living within a house who are related by birth, marriage, adoption, or other living
arrangements who live together at least 50% of the time and/or supported by the income for that family.

Our annual household income before taxes is: $ . There are people in my household.
Insurance Information (Please list all Dental and Medical Coverage) [0 Check if No Insurance
Dental Insurance Name Dental Insurance Name Medical Insurance Name
Policy # Group # Policy # Group # Policy # Group #
Subscriber Name Subscriber Name Subscriber Name
Subscriber Date of Birth Subscriber Date of Birth Subscriber Date of Birth
[OSelf [OSpouse [OParent [self [@OSpouse [Parent OSelf [OSpouse [OParent
Relationship to Patient Relationship to Patient Relationship to Patient
How Did You Hear About Us?
1 Billboard 0TV Advertisement Social Media: [Facebook [Instagram

[0 Community Event [0 Online

1 Friend/Family [ Other.
ACKNOWLEDGEMENTS

By providing your contact information, you are opting in to receive messages from Community Family Clinic
Dental regarding your scheduled and unscheduled appointments by SMS. SMS messages will include the option
to reply STOP to opt out of future messages from Community Family Clinic Dental, or HELP for more
information from Community Family Clinic Dental or call us at 208-281-1222. Message frequency may vary,
and standard message and data rates may apply. For more details, please review our privacy policy on our
website. We maintain consent of our patients in our practice management system.

I certify the information Provided here is true, complete, and accurate. I understand that
intentionally providing false information may exclude me from Dental or Medical services at
Community Family Clinic.

I will promptly notify Community Family Clinic of changes in insurance, family income or size.

Patient Name (Please Print) Patient Signature Date

Parent/ Guardian Name Parent/Guardian Signature Date
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NAME:

DATE OF BIRTH:

DENTAL HEALTH HISTORY

Answer all questions by circling Yes (Y) or No (N)

1. Are you in good health? ...........ccoovvvrieninnienn, YN
2. Name of your physician?
3. Date of last physical exam?
4. Have you ever had any serious illness, hospitalization

OF SUTZETY? weeeenieeeeieeeiieenireeeteeesnreesseeenneeesseesnnseennnes YN
5. Allergies/Sensitivities?
6. Do you have any disabilities or physical limitations?

7. Who was your previous dentist?

8. When was your last dental visit?
9. Are you having any dental problems? ................... YN
10. Please list any medications you are currently taking

11. What is your perception of your oral health status?

12. Are you having any specific dental problem?

13. Do you have or have you ever had:

A. Cardiovascular Disease (Angina, Heart Attack, Heart
Murmur, Coronary Artery Disease, High Blood
Pressure Stroke, Palpitations, Pacemaker,
Tachycardia, Brachycardia, Heart Surgery)? ...... YN

B. Congenital Heart Disease? ........cccccceeevvevveenieennnnne. YN
C. Rheumatic Fever or Rheumatic Heart
DISEASE? ..uvveiieciieeiecie ettt YN

D. Kidney Disease? .........cceeveeveeneenieniieeieeeeseeee. YN
E. Liver Disease (Hepatitis, Jaundice)?..................... YN
F. Lung Disease (Asthma, Emphysema, COPD,

Pneumonia, Chest Pain, Bronchitis)? ................. YN
G. Cancer, Radiation Treatment or

Chemotherapy? .......ccocvevveevciieerieeeiee e YN
H. Diabetes? ..oooooeuveeeieceeie e YN
I. Seizures, Epilepsy, or Convulsions? ..........c.ccccceu.ee. YN
J. Mental I1INess? .......coovvevivieeiieeeieeeeeeee e YN

K. Fainting or Dizziness? .........cccceevveevveercreeecreennnennn YN

L. Bleeding Disorder (bleed easily) ........cccceevverrennnnnns YN
M.Sickle Cell Trait/Disease? .........cccceeereererercueneneens YN
N. Stomach problems? ............cccceevierirriiieireeereeneene YN
O.HIV? e YN
PoAIDS? o YN
Q. Sexually Transmitted Diseases? ........cccceevveveeveenen. YN
R. Skin Problems? .........cccccoevieiienienieiieeeeeesee YN
S. Implant Surgery (Joint replacement, Heart Valve, etc.)?
...................................................................................... YN
T. Vision, Hearing or Speech Problems ....................... YN
U. Jaw Joint (pain, discomfort, clicking or
POPPING)? eveevvieriereeieeereereeveereesreesraesereseneens YN

V. Autoimmune Disorders (i.e. Lupus,

Fibromyalgia)? .......cccccoeviiniiiiiiieeceeee YN
W, ATHRITES? oo YN
X. Sinus or Nasal Problems? ...........ccccoeoerienvncnnnnne. YN
Y.Osteoporosis: Been on or are currently on

Bisphosphonates..................ocevvvinennn. YN
Z. Alcohol dependency? .........cocceveveenenenciencneennens YN
AA. Drug Use? ..occuveeeiieeieeeeeeeeeee et YN
BB. Are you Pregnant? .........c.ccccoevvivenciieniieeiee YN
CC. Are you NUISING? ..ccuveeiieieeieeieenieesieesee e YN
DD. Are you taking herbal medication? ................... YN
EE. Do you Smoke/Vape? .......ccccccevevvecviecreenieerieenenns YN

Please list any surgeries you have had.

Please list any additional information that would be useful
to the doctor during the delivery of your dental care.

Treatment authorization:

I certify that I have read and understood this form. I
certify that all the information regarding my medical
history or conditions is accurate.

Patient Signature or Parent/Signature

Date
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INFORMED CONSENT FORM FOR GENERAL DENTAL PROCEDURES

You have the right to accept or reject dental treatment recommended by your dentist. This form is
intended to provide you with an overview of potential risks and complications. Prior to consenting to
treatment, you should carefully consider the anticipated benefits, commonly known risks and
complications of the recommended procedure, alternative treatments or the option of no treatment.

It is very important that you provide your dentist with an accurate medical history before, during and
after treatment. It is equally important that you follow your dentist’s advice and recommendations
regarding medication, pre and post treatment instructions, referrals to other dentists or specialists,
and return for scheduled follow up appointments. If you fail to follow the advice of your dentist, you
may increase the chances of a poor outcome. Please read the items below and sign at the bottom of
the form. Do not sign this form or agree to treatment until you have read, understood and accepted
each item carefully. Be certain your dentist has addressed all your concerns to your satisfaction
before commencing treatment

During your course of treatment, the following care may be provided to you:

o EXAMINATION AND X-RAYS Radiographs are required to complete your examination,
diagnosis, and treatment plan. A periodic examination will be provided by the dentist at all
routine cleanings to evaluate your teeth for decay, gum disease, oral cancer and overall
health. The dentist will read and diagnose any X-rays taken.

e DENTAL PROPHYLAXIS (CLEANING) A routine dental prophylaxis involves the removal of
plaque and calculus above the gum line and will not address gum infections below the gum
line called periodontal disease. Some bleeding after a cleaning can occur, however, should it
persist and if it is severe in nature the office should be contacted.

¢ DRUGS AND MEDICATION | understand that failure to take medications prescribed for me in
the manner prescribed may offer risks of continued or aggravated infection, pain, and potential
resistance to affect treatment of my condition. | understand that antibiotics can reduce the
effectiveness of oral contraceptives.

e PERIODONTAL TREATMENT | understand that | have a serious condition causing gum
inflammation and/or bone loss and that it can lead to the loss of my teeth. | understand the
success of treatment depends in part on my efforts to brush and floss daily, receive regular
cleaning as directed, follow a healthy diet, avoid tobacco products and follow other
recommendations.

o RESTORATIONS (FILLINGS) A more extensive restoration than originally diagnosed may be
required due to additional decay or unsupported tooth structure that can only be found during
preparation of the tooth. This may lead to root canal, crown or both. Sensitivity is a common
aftereffect of a newly placed filling. Occasionally after receiving a filling, it may feel high and
you may need to return to have the bite adjusted.

e PARTIAL | realize that partials are artificial, constructed of plastic, metal and/or porcelain. The
potential problems of wearing those appliances have been explained to me, including
looseness, soreness, and possible breakage. | realize the final opportunity to make changes in
my new partial (including shape, fit, size, placement, and color) will be a “teeth in wax” try-in

Continue on the back
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visit. | understand that most partials require relining approximately three to twelve months
after.

CROWNS AND BRIDGES | understand that sometimes it is not possible to match the color of
natural teeth exactly with artificial teeth. | further understand that | may be wearing temporary
crowns, which may come off easily and that | must be careful to ensure that they are kept on
until the permanent crowns are delivered. | realized that the final opportunity to make changes
in my new crown or bridge (including shape, fit, size, placement, and color) will be done before
cementation. It explained to me that, in very few cases, cosmetic procedures may result in the
need for future root canal treatment, which cannot always be predicted or anticipated. |
understand that cosmetic procedures may affect tooth surfaces and may require modification
of daily cleaning procedures.

ENDODONTIC TREATMENT (ROOT CANAL) I realize there is no guarantee that root canal
treatment will save my tooth and those complications can occur from the treatment and that
occasionally posts are cemented in the tooth, or extend through the root, which does not
necessarily affect the success of the treatment. | understand that occasionally additional
surgical procedures may be necessary following root canal treatment (apicoectomy).
REMOVAL OF TEETH (EXTRACTION) I understand removing teeth does not always remove
all infection if present and it may be necessary to have further treatment. | understand the risks
involved in having teeth removed, some of which are pain, swelling, and spread of infection,
dry socket, loss of feeling in my teeth, lips, tongue, and surrounding tissue (paresthesia) that
can last for a period of time or a fractured jaw. | understand | may need further treatment by a
specialist or even hospitalization if complications arise during or following treatment, the cost
of which is my responsibility

Changes in Treatment Plan | understand that during treatment it may be necessary to change or add
procedures because of conditions found while working on the teeth that were not discovered during
examination. The most common is root canal therapy following routine restorative procedures. | give
my permission to the dentist to make any/all changes and additions as necessary.

Consent | have read each paragraph above and consent to the recommended treatment as needed. |
understand the anticipated benefits and commonly known risks and complications of each procedure.

Patient Name

Patient/Legal guardian Signature Date
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Patient Rights and Responsibilities
| have been given access to, and upon request, can obtain a copy of the Community Family Clinic (CFC) Patient Rights
and Responsibilities.

Notice of Privacy Practices
| have been given access to, and upon request, can obtain a copy of the CFC Notice of Privacy Practices.

Release of Information and Payment of Claims

| authorize the release and use of my dental, medical, behavioral health, and other health information as necessary to
process insurance claims, determine benefits, and obtain payment for services. | authorize Community Family Clinic
(CFC) and Community Council of Idaho (CCI) to bill my insurance and to receive direct payment from my insurance
company or any third-party payer on my behalf as a courtesy to me. | understand that | am financially responsible for any
balance not covered by insurance. | also understand that services provided by outside companies (such as laboratory,
pathology, or radiology services) are billed separately by those entities.

Financial Responsibility

| understand that | am financially responsible for all charges incurred for services provided by CFC and CCl, including
charges not paid in full by my insurance, government programs, or other third-party payers, as well as deductibles,
copayments, non-covered services, and any costs that may result in collection actions. | understand that it is my
responsibility to provide accurate and complete primary and secondary insurance information, including required referrals
from other providers. | understand that many services, including laboratory, pathology, radiology, and other diagnostic
tests, may be provided by outside companies and billed separately, and that | may receive a separate bill or insurance
claim directly from those entities. | understand that my provider may not know the cost of these services at the time of my
visit and that costs can vary significantly; if | have questions or concerns, | may inquire with nursing staff or the CFC billing
team, and | may request an appointment with a billing staff member if | face financial hardship.

| understand that failure to pay amounts due may result in my account being referred to a collections agency, additional
collection fees of 18% or more, reporting to a credit bureau, and/or termination of services, consistent with CFC/CCI
policies. While it is the mission of CFC to provide access to care without unnecessary barriers, | understand that | remain
responsible for meeting my financial obligations.

| certify that | have read and understand the statements above. | have been given the opportunity to ask
questions, and all questions | had were answered to my satisfaction.

Patient Signature Printed Name of Patient Date

Patient is unable to sign because . For this reason, | hereby verify that |
have given my consent on behalf of the above-named patient.

Legal Representative Signature Printed Name of Legal Representative Date



